SUMMARY After 2 years of holistic self-treatment on his home island, an elderly Samoan man presented with a painful, hyperpigmented mass on his left heel. Physical examination revealed a black, friable tumour with necrotic tissue and superficial ulcerations with no other associated symptoms. Further investigation revealed that the mass was invasive. The tumour was treated with resection and a final diagnosis of acral lentiginous melanoma, stage T4b was made. Poor access to care and screening services are large barriers to care for minorities and patients with low socioeconomic status. Once access is obtained, however, patient compliance is not guaranteed. Healthcare practices often clash with societal beliefs, and so patient education regarding their disease and its possible progression, along with treatment options, is important. Furthermore, a lack of ethnically diverse physicians contributes to low cultural competency during interaction with patients from minorities, resulting in poor communication and low patient satisfaction.
CASE PRESENTATION
An 82-year-old Samoan man, skin phototype V, presented with left heel pain due to a large, exophytic, hyperpigmented, polypoid mass. He had initially presented to the dermatology clinic 2 years previously with a small, dark macule, but had decided to self-medicate holistically on his home island until his heel pain prompted his return. Physical examination revealed a lesion consisting of black, necrotic nodules and friable granulation tissue along with ulcerations and purulent/serosanguinous discharge. At the base of the lesion was a hyperpigmented, asymmetrical macule with nodularity (figure 1). The patient had no other associated symptoms and no lymphadenopathy.
An MRI demonstrated a 9×7 cm lobulated, exophytic left heel soft tissue mass with invasion into the fat pad, but no other tissue invasion or bone erosion. Biopsies from the medial and plantar surfaces of the macular lesion showed marked pigment deposition throughout all levels of the epidermis and in the superficial dermis (figure 2). The histopathological findings also revealed lentiginous proliferation of atypical melanocytes associated with irregular epidermal acanthosis along with prominent pagetoid spread of atypical intraepidermal melanocytes (figure 3). Atypical melanocytes were noted at dermal papillae tips, but it was difficult to discern any definitive invasion into the dermis.
These initial findings suggested a diagnosis of acral lentiginous malignant melanoma in situ with a vertical growth phase resulting in an extensive nodule. Although definitive features of invasive melanoma were not identified, given the patient's history, the small sample size of tissue, and the lack of biopsies from the fungating mass, it was felt that tumour excision was the most appropriate treatment.
A sentinel node biopsy was negative so a belowthe-knee amputation was carried out. Gross examination of the prosection revealed clear margins and findings of a variably pigmented (white to black) lesion with a focal area of fungating tumour measuring about 9×7×3 cm. Adjacent to this fungating mass, covering approximately half of the lateral aspect of the foot, was an ill-defined, grey-blue discolouration measuring 11×8 cm. Finally, located 0.4 cm medially from the variably pigmented lesion and grossly separate from the main lesion, was a well-demarcated, slightly firm, black lesion measuring 0.5×0.5×0.2 cm. Microscopic findings of the fungating mass revealed superficial ulceration and an underlying multinodular, heavily pigmented mass with gross extension into the adjacent adipose tissue that measured 3.2 cm Breslow depth. Additional histopathological findings of the mass and lesions were consistent with biopsy results and also demonstrated invasion into the dermis and subcutaneous tissues. Midway through the dermis, prominent regression was indicated by tumoural melanosis and fibrosis. Deeper to this, the tumour extended into the subcutaneous tissue without pigmentation, which was supported by findings of marked cytological atypia that included pleomorphism, abnormal chromatin patterns and atypical mitotic figures (figure 4). The mitotic count was 15/mm 2 with the hot spot method. No definitive lymphovascular invasion or perineural invasion was identified. Acral lentiginous melanoma, stage T4b was the final diagnosis (figure 5).
GLOBAL HEALTH PROBLEM LIST
▸ Minorities with darker skin tones are at higher risk for acral melanomas. ▸ Minorities and those with low socioeconomic status (SES) usually present with advanced disease. ▸ Minorities and those with low SES have decreased access to healthcare due to various barriers. ▸ Populations with low SES have poor access to secondary preventive medicine. ▸ Poor diversity among healthcare providers results in decreased cultural competency.
GLOBAL HEALTH PROBLEM ANALYSIS
According to a report from California, Native Hawaiians and Pacific Islanders (NHPI) were one of only two racial groups where the leading cause of death was cancer, with rates above the national average. 1 Acral lentiginous melanomas are the most common form of melanoma (29-72%) in dark-skinned individuals, with a median age of onset of 65, and often result in a higher mortality rate due to misdiagnoses in favour of more common diseases. 2 Minorities with darker skin tones have a higher risk of acral melanoma. 3 Additionally, minorities and those with low SES usually present with thicker lesions and more advanced disease, leading to a higher mortality rate. [3] [4] [5] Worse health outcomes in low SES populations are likely due to poor secondary prevention, such as low access to skin screening services and lack of patient education on harmful melanocytic lesions. 3 4 One study found that women and younger patients tend to seek medical screening services more often than men and older individuals. 6 Another study revealed that low SES patients generally know little about their own medical condition, tend to have a high school education or less, and have difficulties arranging transport, all factors contributing to care barriers. 7 Meanwhile, those with a higher SES are generally better educated with more medical knowledge, and are aware that skin changes can indicate cancer. 5 Therefore, patients with higher SES tend to recognise skin changes when they self-screen and obtain medical treatment earlier than lower SES patients. Our case concerning an elderly man from a remote Pacific island, supports this notion of barriers to care and delayed seeking of care due to lack of understanding and knowledge of disease and the long distances that must be travelled to obtain proper, specialty care. Rural and isolated populations share similar characteristics regarding access to care. Several studies have shown that poor access to care for these populations is mainly due to remoteness, travel time, lack of specialty care, and the cost of obtaining healthcare services, with longer distances correlating with infrequent doctor visits, decreased use of preventive services and fewer routine follow-up visits. [8] [9] [10] Multiple studies have shown that having a usual source of care ( person or place where one receives healthcare) improves access to medical screening services and decreases health disparities; however, this is often not available to minorities. 7 11-13 Language proficiency, insurance availability, time away from work, and low income combined with out-of-pocket expenses, and even lack of citizenship, are some of the barriers experienced by minorities that prevent them from having a usual source of care, thus leading to health disparities and poorer overall health. 1 14 15 Insurance availability is likely the main barrier. Having health insurance decreases health disparities among high and low SES groups by facilitating access to preventive and primary care while lowering the overall cost. 13 15 16 Although many uninsured minorities are eligible for insurance, they often do not sign up for it due to lack of awareness or limited proficiency in English, 11 although a Californian study showed high (88%) English proficiency among NHPI. 1 Another barrier to care is lack of cultural understanding or competency by the physician. Generally, physicians withhold more clinical information from minority patients, who then often feel excluded from medical decision-making concerning their own care. 11 Typically, the ethnicity of physicians does not reflect that of their patients, 1 who consequently believe that their physician is unaware of popular cultural alternative/holistic medicine. 11 Perhaps a Samoan provider would have related better to our patient at an earlier point of care and, although understanding his wish to try homeopathic treatment, would have educated him about his advanced disease and need for modern medical treatment, thus leading to a better outcome.
Differences in cultural background and language difficulties can cause a breakdown in physician-patient communication, leading to decreased trust in the physician and poor quality of care due to lack of patient compliance, which results in fewer primary care visits and decreased use of preventive services.
11
A diverse and/or engaged healthcare team can build greater cultural competence and provide high-quality care to all patients as there is clearer communication and better patient understanding of their condition and treatment options, which creates trust and increases patient satisfaction. 1 11 Patient's perspective The patient's family declined to provide a written statement.
Learning points ▸ Acral melanoma rates are increased in minority populations. ▸ Tumour thickness is the most important prognostic factor in localised melanoma. ▸ Patient education, access to care, and early intervention are primary tools for detecting early melanoma, thus preventing advanced disease and decreasing mortality. ▸ A usual source of care, often provided by insurance companies, enhances preventive and screening services, but may be less used by minorities due to language barriers and work constraints. ▸ Healthcare providers' increased cultural competency leads to improved health outcomes in minority patients and higher patient satisfaction.
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